This is a critical abstract of an economic evaluation that meets the criteria for inclusion on NHS EED. Each abstract contains a brief summary of the methods, the results and conclusions followed by a detailed critical assessment on the reliability of the study and the conclusions drawn.
Study design
The study was a multi-centre, single-blind, randomised controlled trial that covered eight community mental health teams. No details of how the patients were randomised to the two patient groups were provided. The patients were followed up for 15 months. No loss to follow-up was reported in this paper (details might have been reported elsewhere, see Henderson et al. 2004 ).
Analysis of effectiveness
The primary health outcomes were the proportion of patients admitted to hospital and the proportion of patients being compulsorily admitted. The analysis of the data was conducted on an intention to treat basis. This paper did not compare the baseline characteristics of the two patient groups (see Henderson et al. 2004 ).
Effectiveness results
Thirty per cent of patients in the joint crisis plan group were admitted to hospital compared with 44% in the standard service information group, (p=0.07).
Thirteen per cent of patients in the joint crisis plan group were compulsorily admitted to hospital under the Mental Health Act compared with 27% in the standard service information group, (p=0.03).
Clinical conclusions
The authors concluded that joint crisis plans resulted in a non significant reduction in hospital admissions.
Measure of benefits used in the economic analysis
The measure of health benefit used was the percentage of patients admitted to hospital.
Direct costs
The direct costs to the health care provider, social services, the criminal justice system and the patient were included in the study. Resource use was taken from the patient sample that provided the clinical effectiveness data, using questionnaires and hospital records. The cost of the facilitator for joint crisis planning was calculated using the actual time spent plus support costs. The cost of providing information leaflets was taken as the cost of purchasing the leaflets and the facilitator's time to distribute them. Secondary care services were costed using National Health Service reference costs and data from one of the hospitals included in the study. The unit costs of community health and social services, prison stays, medication and criminal justice resources were taken from published data. The unit costs of patients' out-of-pocket expenses were reported by the study participants. The price year was 2000/01. Costs incurred after the initial 12 months were not discounted.
One-way and threshold analyses were undertaken to assess the impact of variation in the data. Cost-effectiveness acceptability curves were derived from the distributions produced by the bootstrapping analysis.
Estimated benefits used in the economic analysis
The proportion of patients admitted to hospital was 30% in the joint crisis plan group and 44% in the standard information group.
Cost results
The total mean cost per patient over the 15-month period was 6,064.00 (standard deviation, SD=12,638.00)in the joint crisis planning group compared with 6,912.00 (SD=12,022.00) in the standard service information group (95% confidence interval for the difference: -2,948.00 to 4,698.00).
Synthesis of costs and benefits
The incremental cost-effectiveness ratio was -131.00 per 1% reduction in the proportion of patients admitted to hospital.
The sensitivity analysis showed that an additional reduction of 14 days in hospital per patient would be required in the joint crisis plan group for the difference in the mean total cost between the two groups to become statistically significant.
Halving or doubling the key cost (unit cost per bed day) did not impact on the statistical significance of the results. The cost-effectiveness acceptability curve showed that there is a greater than 78% probability that joint crisis plans are more cost-effective than standardised service in reducing the proportion of admissions.
Authors' conclusions
Joint crisis planning in patients with psychosis resulted in a non significant reduction in the proportion of patients admitted to hospital and costs.
CRD COMMENTARY -Selection of comparators
This study compared joint crisis plans in addition to usual care with standard service information in addition to usual care. No explicit rationale for this choice of the comparator was provided in the paper. You should consider how these options compare with practice in your own setting before applying the results of this study.
Validity of estimate of measure of effectiveness
The measure of clinical effectiveness was taken from a randomised controlled trial, which was an appropriate study design. The paper did not give details of the baseline characteristics of the two patient groups, thus it was unclear whether differences between the two patient groups could explain the trial results. Full details of the trial are reported elsewhere (Henderson et al. 2004 ). However, the data analysis was performed on an intention to treat basis. The difference in effectiveness between the two treatment options was not statistically significant. Since no sample size or power calculations were presented, it was unclear whether the study had sufficient power to detect possible differences in effectiveness.
Validity of estimate of measure of benefit
The measure of health benefit was the proportion of patients who were admitted to hospital. These data were taken directly from the study discussed. Whilst it is a valid benefit measure, it does not allow comparisons with other health care programmes as would be the case with a utility measure such as the quality-adjusted life-year.
